. However controversies still exist about epidural anaesthesia and analgesia effects on colorectal anastomosis and it's influence on patients' outcome [5] [6] [7] .
INTRODUCTION

L
ithuanian Cancer Register has registered 1443 new cases of colorectal cancer in 2004 and this value constantly increases about 200 cases per year 1 . Colorectal cancer is on the third place among all cancer patients in our country. Colorectal cancer surgery is associated with a major surgical trauma. Majority of recent randomized clinical trials (RCT) has shown that combined general -epidural anaesthesia and postoperative epidural analgesia has demonstrated some beneficial effects and improved surgical outcome in various fields of surgery [2] [3] [4] . However controversies still exist about epidural anaesthesia and analgesia effects on colorectal anastomosis and it's influence on patients' outcome [5] [6] [7] .
PURPOSE
The aim of this study was to evaluate the influence of epidural anaesthesia and analgesia on postoperative course, surgical complications rate and patients outcome after colorectal cancer surgery.
MATERIALS AND METHODS
Study was conducted in Kaunas Medical University
Hospital during a 24-month period and designed as a prospective, randomised clinical investigation.
One hundred consecutive ASA class I-III patients suffering from colorectal cancer and scheduled to undergo elective colonic and (or) rectal resections were studied. Patients, who refused to take part in this clinical study (n=36), with contraindications to EA (n=26), who underwent urgent surgery (n=54), with ASA physical status exceeding III (n=23) and limited ability to cooperate (n=17) were not studied.
Patients randomly were allocated into the two groups: 1. Balanced general anaesthesia during surgery followed by systemic opioid analgesia postoperatively -GA group (n=50) 2. Combined epidural-general anaesthesia followed by epidural analgesia -GA+EA group (n=50).
The same anaesthesiologist anesthetized all the patients and the same team of surgeons from colorectal surgery department performed all the operations.
Induction and maintenance of general anaesthesia and postoperative analgesia in both study groups were performed under strict protocol.
We compared total doses of anaesthetics, hemodynamic parameters, core temperature changes intraoperatively and recovery characteristics of the patients between study groups.
Effectiveness of postoperative analgesia, side effects, postoperative complications and patients' hospital stay were registered.
RESULTS
There were no statistically significant differences between the two groups in respect to sex, age, height, body weight and ASA physical statement ( rezime Sex and ASA class is presented as n (%); age, weight and height as mean SD.
Colorectal carcinoma was complicated by partial ileus, anaemia, metastatic carcinoma or both to 28 (56%) patients in GA group and to 25 (50%) in GA+EA group (p=0,69). Surgical operations and duration of surgery are shown in Table 2 .
Extended operations* -large bowel resections with simultaneously performed gynaecological or other operations caused by invasion of malignant process or another disease. Type of operation presented as n (%); duration of surgery as mean SD.
INTRAOPERATIVE ASSESSMENT
Mean arterial blood pressure (MAP) changes during surgery in both study groups are compared in 15 points of different surgical stimulation and presented in Figure 1 .
Our results showed that median MAP range during surgery was 57mmHg in GA group to compare with 37mmHg in GA+EA group and this difference was statistically significant.
-Statistically significant MAP differences (p<0,05) in GA group as compared with initial MAP in the same group, * -statistically significant MAP differences (p<0,05) in GA+EA group as compared with initial MAP in the same group. During all stages of surgery MAP values in GA+EA group were significantly lower (p<0.05) than in GA group.
In the morning before surgery axillar temperature in all study patients was similar: 36,6+0,4°C in GA group to compare with 36,5+0,5°C in GA+EA group (p=0,27).
-Statistically significant core temperature differences (p<0,05) in GA group as compared with initial core temperature in the same group, * -statistically significant core temperature differences (p<0,05) in GA+EA group as compared with initial core temperature in the same group. Mean core temperature in GA+EA group decreased 0,3ºC more than in GA group during all period of surgery (95% Confidence interval for difference: 0,1-0,46°C) Blood loss was similar in both study groups: 347+463ml in GA group and 245+238ml in GA+EA group (p=0,17).
Doses of anaesthetic agents and tracheal extubation time presented as mean SD. * -Statistically significant differences between study groups.
POSTOPERATIVE ASSESSMENT
Data presented as mean SD; VAS pain scores on coughing were significantly lower in GA+EA group during all period of study (p<0.001).
Adverse effects such as nausea and vomiting occurred in 25 (50%) patients of GA group to compare with 12 (24%) patients in GA+EA group (p<0.05). Sedation level during first two days postoperatively was also more profound in GA group but GA+EA patients more often complained on pruritus.
Postoperative course was complicated to 9 (18%) patients in GA group to compare with 12 (24%) patients in GA+EA group and there were no statistically significant differences (p=0,62) between study groups (Table5.).
* -Subsequent complications to the same patients with intraabdominal abscess.
-Patient died from massive pulmonary thrombi embolism.
Patients were discharged from hospital after 10+ 4 days postoperatively in GA group as compared to 11+ 5 days in GA+EA group and there were no significant differences between the two groups in respect to postoperative hospital stay (p=0,27).
DISCUSSION AND CONCLUSIONS
Results of our study showed that combination of epidural and general anaesthesia enabled to keep more stable hemodynamic parameters and allowed to maintain general anaesthesia with less doses of opioids and muscle relaxants as compared with general anesthesia alone during colorectal cancer surgery. Moreover, combined epidural and general anaesthesia has demonstrated faster recovery and
Ggraph 1 COMPARISON OF MEAN ARTERIAL BLOOD PRES-SURE DURING SURGERY IN BOTH STUDY GROUPS
Graph 2 CORE TEMPERATURE CHANGES DURING SURGERY IN STUDY GROUPS
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Br. 2 Does epidural anaesthesia and analgesia really improves 89 surgical outcome after colorectal ca surgery ability for early tracheal extubation after colorectal cancer surgery. However, epidural anaesthesia, when combined with general anaesthesia, influenced faster heat loss and more profound decreases in core temperature during surgery as compared with general anaesthesia alone. This difference can be explained by sympathetic blockade and peripheral vasodilatation caused by epidural block 8 . Postoperative epidural analgesia showed more effective pain control with fewer adverse reactions than systemic opioid analgesia but different methods of anaesthesia and postoperative analgesia have had no significant influence on postoperative complications rate and hospital stay after colorectal cancer surgery. Our study has not enough statistical power to determinate significant influence of anaesthesia and analgesia methods on patients' outcome. Although epidural anaesthesia and analgesia showed slight tendency to reduce thrombi-embolic and pulmonary complications, while surgical complications developed to 11 (22 %) patients in this group as compared with 4 (8%) patients in general anaesthesia and systemic analgesia group (p=0,09). But even large powerful recent RCT's were unable to demonstrate influence of anaesthesia methods on patients outcome in major abdominal surgery 9, 10 . Moreover J. Ballantyne in editorial article emphasized, that may no longer be possible with modern practice to show a benefit from epidurals for rare events such like major morbidity and mortality 11 .
In conclusion, our study proved that epidural anaesthesia and analgesia has some beneficial effects over general anaesthesia alone and systemic opioid analgesia in colorectal cancer surgery, but we failed to demonstrate any improvement in patients' outcome. Moreover, tendency to increase surgical complications and especially anastomotic leakage raise more questions than gives answers. Much larger further studies are needed to determinate the influence of anaesthesia and analgesia method on surgical outcome in colorectal cancer surgery.
SUMMARY DA LI EPIDURALNA ANESTEZIJA I ANALGEZIJA ZAISTA POBOLJ[AVAJU ISHOD OPERACIJE POSLE HIRURGIJE KOLOREKTALNOG KARCINOMA
Litvanijski registar karcinoma pokazuje 1443 novih slu~ajeva kolorektalnog karcinomau 2004 i ovaj broj je u stalnom porastu za oko 200 slu~ajeva godinje. Kolorektalni karcinom u na{oj zemlji je na tre}em mestu po u~estalosti od svih karcinoma. Hirurgija kolorektalnog karcinoma povezana je sa velikom hirur{kom traumom. Ve}ina skorijih randomiziranih klini~kih studija su pokazale da kombinovana op{ta-epiduralna anestezija i postoperativna epiduralna analgezija demonstriraju neke beneficije i pobolj{an ishod operacije u raznim poljima hirurgije. Ipak, kontraverze o efektu epiduralne anestezije i analgezije i njihovom uticaju na operavak pacijenta i dalje postoje.
Klju~ne re~i: epiduralna anestezija, analgezija, kolorektalni karcinom 
